quality of care.
 Highly prevalent and expensive: More than 5 million Americans have CHF, and approximately 550,000 new cases are diagnosed annually. 1 The total annual costs of caring for CHF in the United
States are more than $25 billion, with 60 percent of these costs being associated with hospitalization. 2 The costs of CHF hospitalizations typically exceed reimbursement, as the expenses associated with long length of stay quickly overwhelm the $6,000 average reimbursement provided by Medicare.
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 Current care is inadequate: Traditional care processes are not well structured to prevent acute episodes in those with CHF. Patients often fail to recognize the early signs of decompensation and neglect to seek timely help; at the same time, office-based primary care is typically incomplete with regard to CHF patient needs. As a result, patients frequently decompensate and require costly emergency department (ED) and/or inpatient care. Once hospitalized, the lack of thorough patient education before discharge increases the patient's odds of early readmission.
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Description of the Innovative Activity
The Saint Mary's Duluth Clinic Heart Failure Program monitors the health status of, and coordinates care for, ambulatory CHF patients using several protocols and systems that are designed to prevent decompensation, with the goal of averting ED visits and hospital admissions.
The program, which currently coordinates care for over 1,100 CHF patients, targets resources toward those at greatest risk, including the elderly and those with more severe (designated as class III or IV) CHF. 
How They Did It

Context of the Innovation
Saint Mary's Duluth Clinic is an integrated health system with 4 hospitals, 17 clinics, and 7,000 physicians and employees managing more than 400,000 patient visits each year. The heart failure program was started in 1999 by two interventional cardiologists at Saint Mary's Duluth Clinic. These cardiologists wanted to improve care for CHF patients but recognized that the traditional medical model was inefficient and did not permit sufficient time to adequately coordinate care for this complicated patient population. As a result, these cardiologists found that many CHF patients ended up being hospitalized for exacerbations that likely could have been avoided with more timely outpatient care. In addition, St. Mary's Duluth Clinic ended up absorbing the costs of many of these admissions, especially those involving Medicare patients; the average hospitalization for CHF costs Saint Mary's Duluth Clinic between $11,000 and $15,000, whereas Medicare reimbursement is only a little more than $6,000. 
Planning and Development Process
Funding Sources
St. Mary's Duluth Clinic
The hospital foundation provided funding to cover the costs of the telemonitoring scales for the first year. Once the program demonstrated improved outcomes for patients with scales, the cardiology section of Saint Mary's Duluth Clinic assumed the cost of the scales along with other ongoing operational expenses.
Tools and Other Resources
Clinical Practice Guidelines for Heart Failure  Heart Failure Society of America (outpatient):
http://www.guideline.gov/browse/DisplayOrganization.aspx?org_id=1130  Institute for Clinical Systems Improvement (inpatient and outpatient):
http://www.guideline.gov/summary/summary.aspx?ss=15&doc_id=11531&string
Adoption Considerations
Getting Started with This Innovation
 Assess the costs of CHF to the organization, including whether current reimbursement levels are adequate to cover costs. As noted, St. Mary's Duluth Clinic was losing money on hospitalized CHF patients, largely because they were admitted in a highly decompensated state that required lengthy, costly stays. program to generate revenues on its own. Indirect opportunities include greater use of appropriate testing and more flexibility in cardiologists' schedules, which allows them to handle more complex cases.
 Recognize that achieving a positive financial performance may take time.
 Set clear and specific goals for the program, with an initial focus on improving the provision of guideline-directed care. If this goal is achieved, other benefits will follow, such as decreased admission rates and ED visits. Additional goals can be added over time.
 Consider creating the program within the cardiology division/department; the creation of a separate entity may cause confusion about referral patterns and program ownership.
 Develop strategies for applying existing, accepted CHF guidelines, such as protocols for medication usage and titration.
 Consider starting the program on a small scale with a limited number of patients. Because patient counseling and education, particularly phone consultations, can be time-consuming, it is important to ensure that staff can handle the initial number of program participants without becoming overwhelmed.
Program size can be increased as existing staff prove their ability to handle larger caseloads and/or as more trained staff are added.
 Address PCP concerns about patient referral by assuring them that the program will improve care but not take control over the care of their patients.
Sustaining This Innovation
 Continually track outcomes to highlight the value of the program.
 Ensure that RNs are available to field phone calls from patients who need ongoing education and/or quick access to help when they are experiencing symptoms.
 Conduct periodic group support and educational sessions for patients, and provide ongoing education via a quarterly newsletter or other means. 
